ABSTRACT
INTRODUCTION
Omental cysts are extremely rare category of intraabdominal cystic lesions encountered in children. Pathologically, these lesions are generally single, although multiple occurrences have been reported. They may be unilocular or multilocular and contain fluid which may range from a clear, straw-colored liquid to a thick cheesy-white material which is thought to be inspissated lymph fluid. It is now recognized that there is no single etiologic mechanism involved in the development of all these cysts. The literature contains several examples of cysts which are definitely congenital, but there are also a large number of definitely acquired cysts which have been reported. It is obvious that a very small cyst may be asymptomatic and nonpalpable and therefore discovered only as an incidental finding at operation: 1) they are often identified incidentally, although they may also cause acute abdominal pain; 2) mesenteric cysts are indeed rare, and have been omitted from some surgical textbooks. However, the subject deserves more consideration because of the very fact that the cysts are frequently overlooked. Consequently, inappropriate treatment and late diagnoses are common in the management of mesenteric cysts; 3) we describe here two girls with omental cysts with very unusual clinical presentations.
CASES

Patient 1
A 2-year-old girl presented with pallor and lethargy. She has a normal uneventful past medical history. Physical examination revealed a temperature of 36.8˚C, a pulse of 150 bpm, a respiratory rate of 24 per minute, and a blood pressure of 115/70 mmHg. Her abdomen was moderately distended, soft, and lax, with no tenderness. Blood workup showed a hemoglobin (Hb) concentration of 5 g/dl, Ht 21%, a white blood cell (WBC) count of 7.1 × 10 3 /ul, and a platelet count of 208 × 10 3 /ul. Her coagulation profile, renal and liver functions tests, and serum amylase were normal.
Ultrasound revealed massive ascites with fine septation, diagnostic of hemorrhagic ascites. She received a blood transfusion of 15 ml/kg, which increased her Hb concentration to 12.1 g/dl. An abdominal CT scan showed massive ascites surrounding the liver and extending to the pelvis, with displacement of the bowel loops posteriorly. There was no evidence of injury to the solid organs or vascular structures (Figure 1) .
Abdominal paracentesis was performed yielding hemorrhagic fluid with a red cell count of 2,320,000/ul; a WBC count of 2980/mm 3 , with 10% neutrophils, 85% lymphocytes, 1% monocytes, and 4% eosinophils; bacterial and fungal cultures and cytology were negative. Some degenerated mesothelial cells and macrophages were also observed.
After tapping, the patient developed abdominal pain. Her Hb dropped to 5.9 g/dl after 4 days, and she needed a second blood transfusion.
Tc 99 sulfur colloid abdominal scintigraphy showed * Corresponding author. no active point of bleeding inside the abdominal cavity. Throughout her stay in the hospital, she was fed orally. Ten days later, her Hb had dropped to 6.3 g/dl; a repeat CT yielded the same findings. At laparotomy, no free blood was found in the peritoneal cavity. We observed a unilocular, huge thin-walled omental cyst about 15 × 9 cm filled with blood-stained fluid arising from the greater omentum and along the transverse colon, lying very close to the abdominal wall and filling the entire peritoneal cavity with multiple septation (Figure 2) . The cyst was removed. Its histopathological characteristics were consistent with those of cystic lymphangioma. The cyst was lined by endothelial cells, and its walls contained smooth muscle fibers and lymphoid aggregates. The patient was discharged 3 days after cyst removal and continues to do well.
OPEN ACCESS
Patient 2
A 9-year-old girl presented with an incidental finding of a painless mass around the umbilicus of 2 weeks' duration. Her blood profile was normal, as were her serum concentrations of alfa-feto-protein and b-human chorionic gonadotrophins. Abdominal examination revealed a movable solid mass in the mid-abdomen. Plain X-rays showed a calcified mass on the right side of the pelvis, suggestive of a right ovarian teratomatous mass ( Figure  3) . CT showed a cystic mass with areas of fat density and containing calcified foci in the midabdomen (Figure 4) . She was diagnosed with teratoma of the right ovary. Laparotomy revealed a 6 × 5 × 4 cm sized mass within the greater omentum, but no right ovary. The mass was excised. Pathological examination revealed findings typical of a cystic teratoma containing hair, fat and foci of calcification. Normal ovarian tissues were also detected. The patient was discharged 3 days after cyst removal and continues to do well.
DISCUSSION
Intraabdominal cystic lymphatic malformations (retroperitoneal, mesenteric and omental cysts) are rare "tumors" of the abdomen, with an average incidence of approximately one per 105,000 hospital admissions [1] [2] [3] . Omental cysts were first described in 1852 [4] , and have been since found to be less common than other abdominal cysts [1] .
The true etiology of omental cysts has not been established. They are believed to arise from continued proliferation of ectopic lymphatic structures that have no apparent communications with the normal lymphatic system [5] [6] [7] [8] [9] [10] .
These cysts vary in size from 1.0 cm to filling the entire abdominal cavity. Omental cysts occur more frequently in childhood, with nearly 70% diagnosed before age 30 years [1, 9, 10] .
The majority of omental cysts are discovered incidentally. Most of the symptoms from cysts appear to be related to complications, including torsion, hemorrhage [11] , infection, and compression of neighboring organs [12] [13] [14] .
Benign cystic teratoma of the omentum is an extremely rare tumor, with only 28 cases previously reported [14] [15] [16] . Several mechanisms may explain the presence of a teratoma in the omentum [15, [17] [18] [19] [20] [21] [22] . According to one mechanism, a teratoma detaches from the ovary and implants into the omentum due to various mechanical causes, including torsion of an ovarian teratoma with apparent omental implantation [18, 19] , upward displacement of an ovarian teratoma by massive enlargement of the uterus [15] and separation of the ovarian teratoma from the ovary by multiple adhesions [20] . Alternatively, the teratoma may arise from a supernumerary ovary within the omentum [21, 22] .
Usually, omental teratoma cysts produce no specific symptoms. Their diagnosis can be confirmed only at surgery [23] .
The two cases of omental cysts described here are of great interest as they represent very rare clinical and radiographic features.
The first, a 2-year-old girl, presented mainly due to pallor. Hemorrhagic ascites was detected on ultrasound and computer scan. Although few omental cysts have been misdiagnosed as ascites [24] [25] [26] [27] [28] [29] , none have presented with massive hemorrhagic ascites.
Specific CT features that can differentiate large omental cysts from ascites were not evident in our patient, including separation of bowel loops; absence of fluid from locations in which free moving ascitic fluid usually collects, such as the perihepatic spaces and culde-sac; and focal septation [27] .
Our second patient, a 9-year-old girl with a teratomatous omental cyst, is the youngest patient with such a cyst to be described in the literature. The surgical and pathological findings in this patient suggest that this teratomatous omental cyst probably arose as a result of torsion and separation of a right ovarian teratoma with implantation into the greater omentum.
CONCLUSION
In conclusion, omental cysts are considered to be a rare entity that needs to be taken into consideration. However, they have anticipatable course and favorable outcomes if managed properly.
